Background: Many patient-reported outcome measures have been developed in the past two decades, playing an increasingly important role in palliative care. However, their routine use in practice has been slow and difficult to implement. Aim: To systematically identify facilitators and barriers to the implementation of patient-reported outcome measures in different palliative care settings for routine practice, and to generate evidence-based recommendations, to inform the implementation process in clinical practice. Design: Systematic literature review and narrative synthesis. Data Sources: Medline, PsycInfo, Cumulative Index to Nursing and Allied Health Literature, Embase and British Nursing Index were systematically searched from 1985. Hand searching of reference lists for all included articles and relevant review articles was performed. Results: A total of 3863 articles were screened. Of these, 31 articles met the inclusion criteria. First, data were integrated in the main themes: facilitators, barriers and lessons learned. Second, each main theme was grouped into either five or six categories. Finally, recommendations for implementation on outcome measures at management, health-care professional and patient levels were generated for three different points in time: preparation, implementation and assessment/improvement. Conclusions: Successful implementation of patient-reported outcome measures should be tailored by identifying and addressing potential barriers according to setting. Having a coordinator throughout the implementation process seems to be key. Ongoing cognitive and emotional processes of each individual should be taken into consideration during changes. The educational component prior to the implementation is crucial. This could promote ownership and correct use of the measure by clinicians, potentially improving practice and the quality of care provided through patient-reported outcome measure data use in clinical decision-making.
Introduction
Measurement is a fundamental component of evidencebased medicine and provides the necessary information clinicians require to make decisions in patient management. However, patients are increasingly active in their own treatment; therefore, collecting biological, laboratory information and mortality rates only is no longer adequate. 1 Other outcomes such as health status, level of disability and quality of life are now common in the literature. It is commonly asserted that the patient's perspective should inform in clinical decision-making and direct collection of outcome data from the patient should be incorporated in clinical practice. [1] [2] [3] [4] [5] [6] Patient-reported outcome measures (PROMs) are 'standardised, validated questionnaires that are completed by patients to measure their perceptions of their own functional status and wellbeing'. 2 In the past two decades, many PROMs have been developed, and increasingly, their role in clinical practice has been emphasised. 1, 2, 7, 8 PROMs are considered to be the gold standard for outcome measurement of subjective experiences, because the information captured comes directly from the patient and well-validated tools reflect the concerns and main problems of the clinical population. 1, 9 In palliative care settings, systematic collection of patient-reported outcomes using validated questionnaires may benefit clinical practice both at the population and individual patient level. This may be achieved by the following mechanisms: (a) facilitating identification and screening of physical, psychological, spiritual and social unmet needs that might otherwise be overlooked; (b) providing information on disease progression and impact of treatment prescribed; (c) facilitating patient/family/carerclinician communication, promoting the model of patientcentred care by shared decision-making and advanced care planning, establishing common priorities and expectations regarding outcomes of treatment and disease progression, which does not mean using a PROM to act as a substitute for the therapeutic relationship, but rather to complement it; and (d) monitoring outcomes by performing audits as a strategy for improvement of the quality of care provided and its costs. 10, 11 Finally, if funding health-care institutions were to be allocated depending on performance and outcomes of the services, having those data available would be critical.
Models have been developed to fit health-related quality of life (HRQoL) and other PROMs data collection into clinical practice. 12 Building on Wilson and Cleary's 12 conceptual model of patient outcomes, Osoba developed a model for HRQoL assessment, describing how to incorporate HRQoL measures into clinical practice, throughout the disease trajectory. Outcome measures are used like a conventional laboratory test, that is, to inform the differential diagnosis and monitor a patient's progress. These types of data can be helpful in several phases of a condition or disease management: during the initial history and physical examination, laboratory and imaging procedures of investigation leading to a diagnosis, all phases of treatment and follow-up. 13 However, despite recommendations, the routine use of PROMs in palliative care clinical practice has been slow to implement, so their optimal role in assisting decision-making and improving quality of care is yet to be achieved. 2, 14 In other areas, for example, psychiatry, work has been developed on implementing PROMs in clinical practice where it has been suggested that to implement outcome measurement in a clinical unit and have clinicians conduct it as part of their clinical routine, takes at least 1 year. 15 Despite the evidence indicating that routine outcome assessment has benefits for mental health patients, there are a number of reasons as to why it has not been adopted in most services. 16 These include lack of appropriate instruments, time and incentives (financial and professional); lack of consensus regarding what outcome domains to include and what assessment measures to use; and clinicians remaining unconvinced of the benefits of routinely monitoring outcomes. Furthermore, barriers to successful screening for depression in cancer settings involve patient and clinician factors: acceptability of screening is critical to implementation, clinician confidence/skills influence screening success and training may improve confidence but effects upon long-term outcomes are modest. 17 The latter seems to be a consequence of not providing clinicians with interpretation of scores, no mandating follow-up, not linking screening with training or other types of clinician support, and screening being generally ineffective without aftercare. 17 Two frameworks that have been developed are relevant for this review. One pertains to the implementation of clinical practice guidelines that describes five steps: assessment of clinician's stage of readiness to change, assessment of specific barriers to guideline use, determination of appropriate level of intervention, design of dissemination and implementation strategies and evaluation of the strategies implemented. 18 The other, 'Promoting Action on Research Implementation in Health Services' (PARIHS) framework was developed to incorporate research into practice. [19] [20] [21] It suggests that successful implementation is a function of the relation between the nature of the evidence, the context in which the proposed change is to be implemented and the mechanisms by which the change is facilitated. It is advocated that (a) implementing research into practice is an organisational issue rather than an individual one; (2) there is a need to carefully plan implementation strategies such as interventions that address the need for education, audit and the management of change and (c) criteria for evaluating the impact of the intervention must be identified and agreed upon before implementing any change. The role of the facilitator seems to be paramount as the facilitation is considered to be an intervention for getting research into practice. Finally, the facilitation process is also emphasised in a study, which aimed at implementing two end-of-life care tools in care homes. 22 A model of high facilitation was used. This included an experienced palliative care nurse facilitating the project and visiting the sites multiple times and key champions attending a 4-day facilitative course and cascading this training down to their own staff. Systematic reviews on the use of outcome measurement in clinical practice have focused on the impact and effectiveness of PROMs in clinical practice but none of them covered the process of implementing the measures. [23] [24] [25] There is a brief review exploring assessment of only quality of life in one particular setting, that is, oncology practice. 26 Understanding the facilitators and barriers to the implementation of PROMs in palliative care settings could potentially inform the process of their implementation. Therefore, this review aimed to systematically identify facilitators and barriers to the implementation process of routine use of PROMs in different palliative care settings and generate evidence-based recommendations, to inform the implementation process in clinical practice. The objectives of this review were to (a) identify barriers and facilitators to the systematic implementation of PROMs in palliative care clinical practice, (b) identify needs and other comments of clinical teams regarding the routine use of PROMs and (c) identify lessons learned on the process of implementation of PROMs in clinical practice.
Methods

Design
This systematic review follows the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) recommendations. 27 
Study identification
Studies were identified using a systematic search of electronic databases with additional hand-searching of reference lists of included articles. 27 
Search strategy
Five databases (Medline, PsycInfo, Cumulative Index to Nursing and Allied Health Literature (CINAHL), Embase and British Nursing Index (BNI)) were searched and included the literature published between 1985 and August 2011. It was decided to exclude all the literature before 1985 because PROMs only start to emerge in the literature in the late 1980s. The searches were conducted between 29 August 2011 and 2 September 2011. The search was updated on 19 March 2012. Using Medical Subject Heading (MeSH) terms and free text, keyword groups, including 'palliative care', 'PROMs', 'clinical practice' and 'facilitators and barriers', were combined in several ways. Slight changes were made according to each database. Appendix 1 has the full search strategy for BNI. Data search was supplemented by hand search of reviews and relevant articles.
Study selection
Inclusion criteria are as follows: (a) primary studies reported in English, Portuguese, Spanish, Italian, German and French because these languages were spoken in the wider study team; (b) studies using a PROM alongside the clinical care of adult patients (18 years old or older) with advanced disease in palliative care settings; and (c) studies reporting barriers and/or facilitators of the implementation of the PROM. Articles had to meet all the inclusion criteria, and no exclusion criteria to be included. All study designs were included.
Exclusion criteria are as follows: (a) published literature other than primary studies (i.e. review articles, books and conference articles); (b) studies reporting exclusively on development and feasibility phases of new measures, which did not include comments of users; and (c) studies of PROMs completed by proxies.
Selection procedure
All titles and abstracts were reviewed by one reviewer (B.A.) to assess eligibility for inclusion in the review. Full texts were retrieved if the inclusion criteria were met or the abstract contained insufficient information. Any uncertainty about eligibility after assessing full text was assessed by a second reviewer (I.J.H.).
Data extraction
Data were extracted by one reviewer (B.A.) and assessed by a second reviewer (N.C.). Tabulation was used as a first step. The author, country, aim, population, study design, measures used, settings, facilitators and barriers were extracted. Clauses were taken and kept as reported.
Analysis
Incorporating qualitative data into systematic reviews has been recognised as an important contribution for providing and analysing non-numerical research data by answering questions that are not easily addressed exclusively by experimental methods. 28, 29 Hence, a narrative synthesis was conducted following a framework of four elements to ensure robustness of the findings as described in the Guidance on the Conduct of Narrative Synthesis in Systematic reviews. 30 Element 1 concerns the role of theory in evidence synthesis, Element 2 refers to the development of a preliminary synthesis, Element 3 pertains to exploring relationships within and between studies and in Element 4, the robustness of the synthesis is assessed. This method has proved to be useful in synthesising different types of data from different study designs. 31 There is more than one technique to choose from in order to conduct Elements 2-4, depending on the data extracted, and the following were the chosen techniques for each element in this review: Element 1: the role of theory in evidence synthesis. We present a theory as suggested in the guidance, which will contribute to the interpretation of the findings and the assessment of how widely applicable the findings might be. Element 2: developing a preliminary synthesis. Element 2 was achieved by (a) grouping the data by tabulation and (b) performing thematic analysis. This allowed for the systematic identification of the main themes. Element 3: exploring relationships within and between studies. Element 3 was achieved by (a) exploring the influence of heterogeneity by focusing attention on the characteristics of the different studies and their potential relationships to the findings, (b) reciprocal translation by identifying common concepts across studies and (c) conceptual mapping was performed linking multiple pieces of evidence extracted from the different studies representing the relationships between them. Categories were first developed for each main theme. Data were then organised in a timeline, by implementation steps and sequenced actions. Any discrepancies were resolved by discussion (B.A. and N.C.). Element 4: assessing robustness of the synthesis. There are two steps to carry out described in the guidance, as follows: (a) assessing the methodological quality of included studies and (b) being rigorous in the methodology used to synthesise findings and being critical regarding limitations of methods used. The latter will be included in the 'Strengths and limitations' section given under the 'Discussion' section. There are no universally accepted guidelines for either assessing the quality of specific qualitative methods nor an accepted set of criteria to assess the quality of qualitative and quantitative studies in order to incorporate their findings in a systematic review. [28] [29] [30] [32] [33] [34] [35] [36] We used the modified Harden criteria to assess the methodological quality of the included studies (Table 1) . 37, 38 Two reviewers (B.A. and V.S.) assessed the quality of the studies independently. Discrepancies were resolved by discussion. Studies with a qualitative design were assessed according to 16 criteria subdivided into two dimensions: clarity of reporting and robustness of the study methods. The first dimension refers to a clear description of context, study aims, research question, choice of specific study design, sampling, data collection, analysis and findings and has a maximum score of 8. The second refers to a comprehensive sampling strategy, reliability and validity of the data collection and analysis. It roots the findings in the perspectives and experiences The original 10 criteria from Harden are printed in italic format. a Modified Harden criteria in Slort et al. 37, 38 of the respondents, logically proceeding from data to interpretation and reflexivity, which has a maximum score of 8. Regarding the studies with a quantitative design, 13 criteria were used, also subdivided in those two dimensions. The maximum possible score for robustness of study methods was 5. If the study used a mixed-methods approach, then the methodology that provided the data of interest for this review, was rated. Each criterion was rated as 'yes' or 'no', and if there was insufficient information, the score was 'no'. Studies were rated by both reviewers as 'high', 'medium' or 'poor' quality. However, no studies were excluded based on the quality score because there is no consensus on the minimum quality assessment score required for inclusion in a review. 29
Results
Identification and inclusion of studies
The search strategy yielded a total of 3863 hits. Following screening of titles and abstracts ( Figure 1 ), 421 articles were reviewed in full detail and 393 were excluded for not having comments on PROMs use, implementation of the measure(s), nor use in clinical practice. Twenty-six studies were included within 31 articles. Eleven studies were conducted in the United Kingdom, seven in the United States, two in the Netherlands and one in each of the following countries: Australia, Canada, Israel, Italy, Malaysia and Vietnam ( Table 2 ). There were no intervention studies testing the introduction of facilitators to overcome barriers when implementing PROMs in clinical practice. Eight studies used qualitative methods and provided structured, in-depth information about the facilitators, barriers and lessons learned when implementing PROMs in palliative care clinical practice. These studies used a range of designs (n = 4) including web-based online surveys, semi-structured interviews with patients and clinicians either face to face or by phone and meetings with clinical teams and focus groups. Seventeen studies used quantitative methods (n = 7) and none looked at facilitators or barriers to the implementation of PROMs as a primary outcome. One randomised controlled trial evaluated the efficacy of standardised HRQoL assessments used in facilitating patient-physician communication. The PROMs used in the studies include seven measures on pain, seven on symptoms, eight on quality of life and six measuring other concepts ( Table 2 ).
Narrative synthesis framework
Element 1: the role of theory in evidence synthesis. We draw on work conducted in other fields, including an adaptation of the Slade 70 model, and on the early social and behavioural psychology theories, which are the base for organisational theories of change. 15, 18 The model ( Figure 2 ) takes into consideration that implementation is an ongoing dynamic process, and that staff from any setting with particular characteristics and rules are individuals with ongoing cognitive and emotional processes. These influence how they relate and work with colleagues, patients and families and how they react to change.
Element 2: developing a preliminary synthesis. Tabulation allowed us to find, at an early stage of the analysis, that there were no intervention studies of implementing facilitators to overcome barriers when using a PROM in palliative care clinical practice. This was an important finding, which allowed for the integration and analysis of the data in a way that was most informative but still answered our question. Then, thematic analysis was performed. We first applied our a priori three main themes: facilitators, barriers and lessons learned (see Appendix 2 for all data extracted). Most data extracted from the included studies were in the form of narrative observations located in the 'Discussion' and 'Conclusion' sections. In-depth data explicitly reported in the 'Results' section were also extracted, mainly from the focus groups studies and the web-based online survey study.
Element 3: exploring relationships within and between studies.
After integrating the data in the main themes, in-depth inductive analysis led to the creation of five different categories for facilitators and lessons learned and six categories for barriers, namely, management, education, tool specific, clinical utility, financing and attitudes. All categories are presented in Table 3 accompanied by an illustrative quote per category.
In addition, as analysis continued, a different typology emerged. This led us to reorganise the data in a timeline. We suggest three sequential steps at different levels (see Appendix 3 for detailed data): (a) preparation, with different actions put in place simultaneously at management level, health-care professional level and patient level; (b) implementation, in which the measure is taken into clinical practice, and different tasks are fulfilled at different levels and (c) assessment and improvement, which begins with the implementation step and involves discussion and potential changes of actions previously implemented. Hence, data were organised by those three sequential steps including barriers, facilitators and lessons learned for each. Similarities between studies emerged as some facilitators, barriers and lessons learned appear to be common to all sequential steps. Furthermore, by categorising the data as described (Figure 3 ), it seemed that some barriers discussed in some studies were being answered/resolved by facilitators and lessons learned mentioned in other studies. By exploring these relationships, we were able to link different concepts and synthesise them in the form of recommendations for implementing PROMs in palliative care clinical practice (Table 4 ).
Element 4: assessing the robustness of the synthesis. We applied our quality criteria and categorised six qualitative studies as high quality because these scored 13 or more, two as medium quality having scored between 10 and 12 and one as poor quality since it scored below 10. Regarding the quantitative studies, 10 were rated high quality for scoring 11 or higher, and a score of 10 was rated as medium quality; however, there were no studies with this score, and Articles ordered by quality assessment sum score. Articles, which do not present scores, describe the same study as the article immediately above. seven studies scored 9 or below and so were rated as poor quality ( Table 2 ).
Discussion
To our knowledge, this is the first systematic review that specifically identifies and appraises facilitators and barriers and draws recommendations of implementation of PROMs in clinical practice in palliative care. Although there were no intervention studies identified in this review, the qualitative data provided structured, in-depth information about the facilitators, barriers, needs and lessons learned when implementing PROMs in palliative care clinical practice. The quantitative studies identified did not meet our inclusion criteria as primary aims but provided useful data as secondary outcomes or process data from the original studies. Our main findings are in line with our initial theory based on work conducted in other fields. First, during the implementation process, there is the need to acknowledge interpersonal relationships between the clinical team members and the ongoing emotional and cognitive processes that occur in each individual. Fear of change, feeling that one is being assessed and that one's work is open to criticism due to the results that PROMs might show, and fear of added work are a few of the concerns that may lead to behaviour, which opposes change. Therefore, a firm but sensitive leadership seems to be needed to motivate individuals and reassure them that the use of PROMs is beneficial and ultimately aims to improve the quality of care provided to patients (Appendix 2, management category). Allowing individuals to take ownership of the measures rather than mandating their use may be important to avoid conflict. Providing feedback to clinicians appears to be a powerful tool to influence beliefs and attitudes towards the use of PROMs in clinical practice (Appendix 2, clinical utility). Some authors have used organisational theories as a backdrop to inform and design indicators to measure the quality of delivery of health care in general practice. 71 
PaƟent assessment >> PaƟent outcomes << Staff assessment
Staff receive informaƟon
Staff read informaƟon
Staff reflect on process and content of care
Staff awareness and behaviour change
Process of care is changed
Care plan discussed and changed Improved collaboraƟon New care provided Improved outcomes -fewer unmet palliaƟve needs and beƩer QoL
Staff is recepƟve to change, has agreed with rouƟne assessment using outcome measures and has undergone training A clinical seƫng is a dynamic system with its own rules, ranks, values and beliefs. It is formed by individuals that may or may not share those values and beliefs and hence may be a driving force or an opposite force to change. 17, 18, 20 Each individual has ongoing cogniƟve and emoƟonal processes. The transtheoreƟcal model of change, considers behaviour to be a conƟnuous process made up of five stages: pre-contemplaƟon, contemplaƟon, preparaƟon, acƟon and maintenance. Moving from the 1st to the 2nd implies changing knowledge and aƫtudes, going from the 2nd to the 3rd and 4th stages involves changes in emoƟonal processes such as posiƟve beliefs about self efficacy and having or developing the necessary skills and finally, evolving to the final stage implies restructuring the environment or system in which the behaviour occurs and providing support. Second, implementing a PROM in palliative care clinical practice appears to benefit from careful planning of three distinct phases or steps (Appendix 3). The preparation phase involves (a) ensuring all health-care professionals are comfortable with changes planned and having a coordinator who will be in charge, (b) an education component and (c) selection of the measure(s) to be used. The latter is becoming more complex due to the high number of existing measures, many used only in research and/or just used in one study. This may not provide enough information about the measure in terms of using it in practice. Hence, the educational component seems to be key because if met, it will allow for clinicians to (a) understand why a measure is needed and how it could potentially benefit their practice; (b) learn about the measure(s), which will be implemented, namely, measurement properties, design and scoring system(s); (c) provide role play on how to explain PROMs usage to patients; (d) explore interpretation of results at different levels to benefit not only the individual patient but also the population, which the setting serves; (e) discuss the best options for storing and managing the collected data; and (f) understand the evaluation, which will follow. This seems to be the most time-consuming step. During the actual implementation, the results of each assessment point (previously decided, for example, daily, weekly, at each appointment) provide feedback on monitoring the patient's progress and disease management. Having timely feedback on patient outcomes aids clinical decision-making and may enhance communication not only between patient and clinician but also within the multidisciplinary team. Finally, acknowledging what could be changed throughout the process is important in order to make the necessary enhancements with the overall aim of improving practice and the quality of care.
Implications for research
There are potential implications for future research that can be drawn from the findings, namely, whether the introduction of the measure(s) is an intervention in itself, regardless of the primary outcome of the study. Perhaps, there is an adjustment phase that needs to be taken into account before the actual main data collection takes place. It might be important to consider whether study protocols should include this period. There may be an impact on timing, that is, will the baseline be measured immediately after implementing the use of the PROM(s) or will there be a period of adjustment for the users to become more familiar with the measure(s). The same could be said about analysis: thought must be put into whether or not to include the data collected in that period of time in the analysis, considering that 
Strengths and limitations
One strength of this review is the heterogeneity of the included studies. These come from a large number of different countries as well as from different settings, which suggests that issues related with implementing PROMs are common and universal to clinical practice in palliative care. Furthermore, the fact that different measures were used in the included studies helps to clarify that challenges in implementing PROMs are not exclusive to the characteristics of the chosen measure, but actually depend on an (7), healthcare professional (4) and patient (1) Assessment (10): management (7), healthcare professional (2) and patient (1) 
Preparation step Management level (13)
-Initial meeting to explore feasibility of implementation of the measure: planning and evaluating are essential; a coordinator is identified to undertake overall responsibility -Establish clear boundaries at the outset to avoid unrealistic expectations from all actors involved -Appraise characteristics and resources of the setting and the requirements of the proposed innovation: that is, it is necessary to attune the implementation protocol to the needs of the specific setting and think about good documentation: will allow staff to take ownership and understand the benefits of using the chosen measure, which needs to be adaptable to local circumstances -Discussions in this step should include assessment of current data collected, how data are collected, what new data items are to be extracted, how data can be extracted and provided to who will analyse it, and, which measure(s) to use, especially due to the high number of existing measures and the fact that many are used in research or were used in one study only. A measure broadly used will allow for comparisons. The aim should be to embed the collection of standardised clinical assessment and other clinically relevant data into daily clinical practice with a view to improving clinical care -Visualisation of results should allow easy and quick interpretation by health-care providers, patients and their families -Consider investing in training of clinical key staff: improves data quality and demonstrates that data can be used (a) on a daily basis as part of clinical practice and (b) to manage and improve services, that is, data can be used in case conferencing and interdisciplinary team meetings and at staff handovers for patient care, discharge planning and discharge and transfer of patients as well as audit for quality assurance -Education and training sessions: consider your setting and organisational needs, when planning, that is, timing of sessions -Consider implementation strategies: consistency is paramount. Frequency of use of the measure; burden of completion on patient;
measures that can be analysed using existing resources; a measure that is easy and quick to use; establish link with a research/audit group -Consider establishing a program evaluation system for the first month of each phase as well as every 6 months during the first year of implementation. Should include feedback from patients, staff members, physicians, nurses (and ITS team if applicable) as well as cost savings to the setting -Organisational support is needed to maximise the tool's impact: mechanisms for sharing the information with caregivers need to be developed -Investment in computerised systems for quick data entry and analysis should be considered. Ways of visualising, storing, retrieving and backing up the data should be discussed -Initiate implementation in stages to improve acceptability -Coordinator maintains good relationships with all involved by having both an awareness of the extra time and effort needed to implement new outcome measures and providing the appropriate resources and practical support to use the measures and carry out data analysis. Cascade management style is adopted Health-care professional level (3) -Education and training sessions: understanding outcome measurement and why it is important. Administration of chosen measure must follow specific guidelines so it is used in a valid way: staff will feel comfortable using it and should obtain adequate patient compliance. Standardisation of implementation procedures is critical to the effective use of the measure for quality monitoring but it must be balanced with the priority of individualised care -Organisational support is needed to maximise the tool's impact: mechanisms for sharing the information with caregivers need to be developed -Choosing a measure: efforts should be made to ensure readability and interpretability by patients: reading level, font size and general appearance. Should reflect patient situation, quick and easy to use and interpret, validated for population and setting 2. Implementation step Management level (7) -Maintain strategies of reminders to incorporate the use of the measures in clinical practice, for example, daily assessment easily fits with daily routine and does not take additional time, that is, if it is incorporated with moment of control of vital signs: better insight into patients' situation -Education and motivation of patients could improve compliance -Timely feedback of results is always done -Data that are more time consuming to collect but important for quality reporting are collected periodically, rather than, for example, daily -Persistence and encouragement by the coordinator are necessary to ensure the implementation is successful and that communication among all actors involved is clear -Space and time are created to discuss how implementation is going: problems and benefits of using outcome measures are easily and rapidly noticeable (what is working and what is not) -Coordinator investigates all complaints/issues and addresses them immediately, at the time of the complaint/issue (negative views from both patients and professionals tend to be at the outset of implementation when they have not familiarised with the measure) Health-care professional level (4) -Every member of the team who should be using the outcome measures does so additional number of factors. The same can be said with regard to the different populations in which the included studies were conducted. This suggests that the findings from this review are applicable to a variety of settings. In addition, we originally aimed at identifying facilitators and barriers to the implementation of PROMs in clinical practice in palliative care only. Using the narrative synthesis approach allowed us to go further and explore the relationships between the different studies. This led to reorganise and synthesise the data in the form of recommendations.
Nevertheless, there are some limitations, starting with the quality assessment, which was not an exclusion criterion, and therefore, articles were not excluded even if rated as poor quality. Second, there was some discussion between reviewers on how to categorise and present these data, mainly because some clauses fit more than one theme, and repeating those clauses would be more beneficial and accurate. However, the size of the appendices was already substantial, and there was no information lost by not using repetition. Third, the wording in the literature is somewhat confusing: the 'benefits/advantages' of using PROMs is not the same as facilitators of implementation and 'disadvantages' of usage of PROMs is not the same as barriers to implementation. This is subjective and open to personal interpretation. Another potential bias in this review is that there was only one reviewer including/excluding articles, although a second reviewer would be consulted if there were doubts after assessing the full text. Furthermore, only one reviewer developed the categories to synthesise the data, although a second reviewer appraised those and commented on them. In addition, the grey literature was not searched.
Conclusion
Implementing PROMs in palliative care clinical practice is an ongoing interactive and continuous process. There is a need to identify and address potential barriers to a successful implementation of PROMs in clinical practice, using appropriate facilitators, tailored to the characteristics of each setting. A key facilitator has to do with the role of a coordinator/facilitator throughout the implementation process. It is important to recognise the ongoing cognitive and emotional processes of individuals when change is being planned and implemented. The educational component for health-care professionals prior to the implementation is also paramount. This could promote ownership and correct use of the measure selected. Ideally, this measure should be short and screen for different palliative needs. Online resources and training courses on outcome measurement and PROMs for clinicians and researchers are starting to emerge. 72 Collaborations such as the Outcome Assessment and Complexity Collaborative (OACC) project are also a step forward in implementing PROMs is clinical practice in palliative care. 73 In conclusion, there is a need for guidance on implementing -Maintain strategies of reminders to incorporate the use of the measures in clinical practice. Daily assessment easily fits with daily routine and does not take additional time -Interpretation of results is used in practice -Every member of the team contributes to discussing how implementation is going Patient level (1) -Education and motivation of patients could improve compliance 3. Assessment and improvement (this step will start within the implementation step) Management level (7) -Collected items are reviewed with the aim of being clinically relevant and not burdensome to collect -Assess if the measure generated valuable information, without an increase in paperwork, potentially freeing up some time to deliver more patient-centred care -Assess if practice improved initially as a result of just 'planting the seed' of the patient's needs management. Continue to encourage its use, which will improve confidence with the tool -Assess if there is a benefit to both patient and practitioner in achieving better outcomes, improved concordance and potentially reducing the cost and effort of that management -Assess if collation of data generated by the use of the measure allows continuous, accurate collection of information, which should reflect the activity of the palliative care team. It should also identify areas of potential future development -Continue to refine the process to make it more understandable and acceptable to patients and caregivers -Assess if changes will be made in practice based on the results of implementing and using the measure Health-care professional level (2) -Collected items are reviewed with the aim of being clinically relevant and not burdensome to collect -Assessing and improving documentation will potentially improve practice and quality of care by highlighting needs Patient level (1) -Assess if there is a benefit to patient in achieving better outcomes PROM: patient-reported outcome measure. PROMs in palliative care clinical practice, which could potentially improve practice and the quality of care provided by assisting in clinical decision-making.
